SUMMARY Cancer registration data for a defined geographical area, covering a seven year period, were modified to include the variable "Asian ethnic origin." The data were then used to test the hypothesis that a difference would be found between Asians and non-Asians in the pattern of cancer by site. Whereas the incidence of cancer of all sites appeared to be significantly lower in Asians (p<OO5), after taking account of this, and adjusting for the very different age distributions of the two populations, a highly significant difference (p<O0OOO5) was found between the two groups in the distribution of cancer between sites. Although, given the size and young age structure of the Asian population, absolute numbers of cases were small, a significant excess of Asian cases (compared with the expected) occurred for cancer of the tongue, oral cavity, pharynx, and oesophagus. For most sites there were fewer Asian cases than would be expected, particularly so for the stomach, testis, and skin. The results indicate the need for formal epidemiological study to test specific aetiological hypotheses which may account for these apparent differences.
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An earlier report used data that are systematically collected on hospital inpatients to compare the pattern of hospital morbidity in Asians and in non-Asians.' There is a need to use other sources of health data to continue to explore apparent differences between the disease experience of various ethnic groups. Such studies could provide the basis for the formal testing of aetiological hypotheses and perhaps, ultimately, for planning preventive strategies.
Not only is cancer one of the leading causes of death in the indigenous population, it is now acknowledged that environmental factors must play a leading part in its causation.2 It seems, therefore, an appropriate group of diseases to study where there are populations that may differ considerably in dietary practices as well as other aspects of their lifestyles (and too in genetic predisposition).
All such studies are currently hampered by the fact that valid recording of ethnic origin is not a feature of most health records, nor is adequate demographic information available to allow the comparison of rates.3
In this study cancer registration data have been modified to enable the pattern of cancer at different sites to be compared in Asians and non-Asians.
Method
The study population was the Leicestershire Health District (henceforth described as "Leicestershire"), a mixed urban and rural area containing a total resident population of about 840 000, of whom 55-60 000 are described as Asian. larger contributions to X2 fell well outside the simulation envelopes, we feel justified in concluding that the distribution of cancer among sites was markedly different in Asians than in non-Asians, after taking account of the age distribution of cases. Using this latter approach, the pronounced excess of Asian cases of oesophageal, tongue, pharyngeal, oral cavity, and other lymph node cancer was confirmed. Similarly, for skin cancer (other than melanoma) and testicular and stomach cancer, there appeared to be a significant deficit of Asian cases, although for the last two of these the difference was not so pronounced.
Discussion
It is only relatively recently that research workers have widened the study of disease problems among immigrant populations in Britain to encompass chronic diseases7 in addition to their more long standing concern with, for example, infectious and nutritional disorders. Even given this recent 
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Contributions ofeach cancer site to the overall chi-squared test shown in the table, with simulation envelopes for 1% and 5% levels of significance log units. Site ofcancer*: I Lip, 2 tongue, 3 salivary glands, 4 gum, floor ofmouth, other mouth, 5 oro-, naso-, hypopharynx, 6 other oral cavity, 7 oesophagus, 8 stomach, 9 small intestine, 10 colon, rectum, 11 liver, bile ducts, gallbladder, extrahepatic bile ducts, 12 pancreas, 13 peritoneum, 14 other and ill-defined (digestive organs, and peritoneum), 15 nasal cavities, etc, 16 larynx, 17 trachea, bronchus, lung, 18 pleura, thymus, heart, 19 bone and cartilage, connective tissue, 20 malignant melanoma, 21 other skin, 22 In countries where betel is chewed its common accompaniment in the chew, tobacco, has been implicated in the aetiology of cancerous and precancerous lesions of the oral cavity.15 16 It has further been suggested that elements in the betel chewing habit other than tobacco-that is, the areca nut, the betel leaf, or the lime additive-may be causally linked to oral cancer as well as to pharyngeal and oesophageal cancer.10 17 An excess of oesophageal cancer was found among Asians in the present study.
Burton-Bradley is right to point to the lack of rigour in previous aetiological studies of this particular risk factor.14 Nevertheless, his implication of possible "ethnic and cultural bias" surely cannot be allowed to restrict studies in this field. Ethnic group is, in epidemiological terms, a variable to be examined in relation to disease patterns in the same way as others such as occupation, marital status, or age.
The Asian population of present day Britain is still relatively young in its age structure, consequently chronic diseases such as cancer are uncommon, as indicated by the relatively small number of observed Asian cases shown in the table. This will not always be so. As the population ages, there will be a need to be able to anticipate the main health problems of this 207 community. Observational studies, such as this, can never prove cause and effect. They do, however, provide important pointers to areas, such as apparent associations found here, where formal epidemiological inquiry is indicated. Furthermore, they indicate a need to establish the prevalence within the ethnic minority population of traditional practices and behaviours that may be of public health importance.
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